Objectives-To describe what cardiac patients in Northern Ireland understand to be the benefits of coronary angioplasty and assess the extent to which they have been able to make informed choices about their treatment.
Abstract
Objectives-To describe what cardiac patients in Northern Ireland understand to be the benefits of coronary angioplasty and assess the extent to which they have been able to make informed choices about their treatment.
Design-An interview based questionnaire survey completed after the patients had undergone coronary angiography, within hours of treatment counselling. Subjects-150 patients consecutively recruited from two regional cardiology centres in Belfast, Northern Ireland. Main outcome measures-The perceived complication rate and the perceived gain in life expectancy from coronary angioplasty. Results-Although most subjects had asked the consultant questions, 70% (n=104) thought that they contributed negligibly or not at all to the treatment decision. Although 75% (n=112) recalled discussing the complication rate from the procedure, only 27% accurately estimated this rate (as between 0.5 and 1.5%). Eighty eight per cent (n=131) thought that their mortality risks would be substantially or greatly reduced by having the procedure. The patients anticipated a gain in life expectancy of some 10 years (median) and this was significantly in excess of the potential gain in life expectancy which dietary prudence to lower blood cholesterol, not smoking, and taking more exercise might produce (median 5 years respectively; P<0.0001, Wilcoxon matched pairs signed rank test).
Introduction
Patients whose anginal symptoms have become unresponsive to medical treatment can now be offered various invasive interventions which will improve the blood flow in their affected coronary arteries. Angioplasty, which can be offered to patients unsuitable for bypass surgery, involves the introduction of a balloon into the affected artery by a catheter which is then dilated until the stenosis is relieved.
Despite the fact that the experience of undergoing coronary angioplasty or bypass surgery is often a trigger for cardiac patients to improve their lifestyle (by, for instance, giving up smoking or losing some weight), many will backslide without intensive support from family, friends, or their doctor. Two recent meta-analyses have sought to identify the particular features of educational programmes, or of the patients themselves, that might predict successful long term behavioural change.' 2 Although there may be reason to doubt the use of straightforward advice giving,3 and it seems natural to assume that patients already know about the dangers of smoking and sloth, there is evidence that knowledge and health beliefs can affect behaviour.4 For example, in a study of compliance with cardiac rehabilitation, a health belief model (which reflected the patients' thoughts about severity of disease and their perceptions of the effectiveness of exercise) accounted for a considerable proportion of the variance in dropout rates.6 The debate about the magnitude of this sort of effect may stem from various meanings given to knowledge, for although patients appreciate that certain lifestyles confer risk, their propensity for change in behaviour or compliance with treatment may be affected by their perceptions of the relative efficacy of the treatment (or prevention) options.7'-0 It is surprising that these have seldom been studied for it seems clear that patients and some doctors have unrealistic expectations of the efficacy and benefits of, for example, bypass surgery." That this itself may be detrimental to health was suggested in a study of psychological morbidity among patients on a waiting list, which concluded that preoperative anxiety may be related to the high expectations of the outcome after surgery.12 The Sociodemographic and clinical data were recorded before the interview. The patients were then asked about how they obtained information about angioplasty and other medical treatments for their heart condition and about how they viewed the risks and benefits. (The appendix shows the key sections of the questionnaire.) Patients were also asked how satisfied they were with the care they had received from the consultant and whether they thought that they themselves had contributed significantly to the choice of management plan.
The information was checked, coded, and entered on to an SPSS for windows database.
Comparisons of the anticipated benefits of preventive treatment were made with the Mann-Whitney U test and the Wilcoxon matched pairs signed rank tests for nonnormally distributed data. The magnitude of the perceived benefits was compared across categories of patients with the x' test for contingency tables. This study was approved by the research ethics committee of the Queen's University of Belfast.
Results
The age range of the patients was 37-77 years (median 57; mean 57; SD 8.7). Seventy five per cent were men, the mean number of years of full time education was 15, and 79% had Canadian Cardiovascular Society grade III or IV angina (table 1) . Although 76% (n=113) of patients had asked their consultant questions about their treatment (during counselling after angiography), ultimately 70% (n= 104) thought that they contributed negligibly or not at all to the treatment decision. Although 75% (n= 1 12) recalled discussing the complication rate from the procedure, only 27% accurately estimated this rate (as between 0.5 and 1.5%), most of the rest tended to give an underestimate (less than 0.5%, fig 1) .
Most (77% (n= 114)) anticipated regaining a normal (or a substantial improvement in) quality of life after angioplasty and 88% (n=131) thought that their mortality risks would be substantially or greatly reduced (fig  2A and B) . By having the procedure, the patients anticipated a gain in life expectancy of some 10 years (median; range 0-40 years) and this was significantly in excess of the potential gain in life expectancy which dietary prudence to lower blood cholesterol, not smoking, and taking more exercise might produce (range 0-30 years, 0-20 years, and 0-30 years respectively; median five years respectively; P<0.0001, Wilcoxon matched pairs signed rank test (fig 3) . Based on several recent reviews, these estimates are nevertheless all materially in excess of what the available evidence would point to as the likely benefits (table 2) . . However, most of these patients (99%; n=149) were satisfied with the treatment they were receiving and the magnitude of the perceived benefits of treatment were unrelated to the patients' educational level, whether they had asked questions during the counselling session, and their degree of satisfaction with the consultant's care (data not shown). Discussion These data suggest that cardiac patients have overrated expectations of what both revascularisation and secondary prevention advice can offer them after angioplasty. However, it seems that the perceived efficacy of modern medical treatments such as angioplasty overshadows the perceptions of how a healthy lifestyle can benefit. Furthermore, the same patients tend to underestimate the complication rate from angioplasty. In our discussions with the con- sultants, we know that it is standard practice to routinely discuss the possible complications and give some estimate of their rate, so even though our interviews with the patients were conducted within hours of their treatment counselling, it is possible that the patients' faulty recall could at least partly account for this finding. Although the consultants rarely, if ever, claimed to have made estimates of how angioplasty might affect mortality rates, the patients seem to be left, albeit indirectly, with the impression of considerably improved life chances. Given that no study has yet shown that, compared with medical treatment, angioplasty can reduce mortality risks, does this stem from a "hope springs eternal" frame of mind on the part of the patients, or does it reflect more on their inherent confidence in the capabilities of their consultant and his or her decisions? Logistically it was not possible for us to audiotape the doctor-patient counselling sessions but perhaps such efforts might shed light on the source of the patient's misperceptions.
Although we have no specific information on the perceptions of these consultants, doctors are no less subject than patients to cognitive biases in their perceptions of the value of different treatments. For example, in the multicentre bypass angioplasty revascularisation investigation,' comparisons across centres and among readers showed that the most important factor determining eligibility for the trial was the angiographer's degree of confidence in the efficacy of angioplasty, this despite the fact that there was agreement between readers in only 28% of cases and when blindly rereading the films the operators agreed with their earlier assessments only 73% of the time. Furthermore, cardiologists undertaking angioplasty systematically overestimate the degree of pretreatment luminal stenosis and underestimate the residual stenosis, tending to produce a biased view of treatment success." 19 There are some who think that physicians "must strike a balance between submerging their patients in information, thereby diminishing their patients' ability to make rational choices and restricting that information to simplify decision making".20 It is sometimes claimed that open discussion of the benefits and the risks of treatment might cause undue anxiety or make the reporting of side effects more likely. That this is unlikely to be the case was elegantly shown in a recent randomised controlled trial.2' However, it should not be assumed that patients will have any more difficulty than their physicians in interpreting outcome data. 22 23 Even now, much of the debate has focused on the need for consent procedures to deal openly with risks without any apparent explanation on the relative benefits. 24 If the health belief model does have relevance for changes in lifestyle and behaviour then it is important to assess both the framing and the format in which the benefits of preventive treatments have been communicated25 and the perceptions about the relative efficacies of different interventions. This has hardly ever been done. Although our patients knew about 26 However, it will be important to determine whether those who relatively overvalued angioplasty the most are any less likely than those with more realistic expectations to adopt healthier lifestyles. This will require a prospective study. To date, one very small cross sectional study (n= 14) concluded that the relative ease of the angioplasty procedure could act to decrease patients' motivation to reduce known cardiac risk factors.27 However, a recent systematic review suggests that there is a significant relation between the effectiveness of the communication process and improved health outcomes.2" It would seem sensible, therefore, to ensure that future research on evaluating standards to support patients' decisions29 must also assess the impact of expectancy on healthcare outcomes. It is unclear, for instance, whether patients with positive but unrealistic expectations of their treatment (as in the case of coronary artery bypass surgery and angioplasty) ultimately do better or worse than those holding a more realistic view, but the implications for patient support and education might be different. 
